but such recovery may vary with severity of aphasia.5 In relation to speech therapy, the use of control nontreatment groups has had differing results. Hagan6 and Basso et al7 support the effectiveness of speech therapy while Lincoln et al8 do not.
There are several different types of therapy, the effectiveness of which is still uncertain5 91 ' often due to the lack of non-treatment control groups. Howard et all' comment, however, that "Intriguingly, the studies that report beneficial effects of treatment involved more intensive and prolonged reeducation programmes than the studies that find no effect". The studies referred to include those of Wertz,9 Basso et al7 and Vignolo et al. "2 Intensive therapy has not attracted much attention either from researchers or those providing the service. This may be due to difficulty in finding sufficient therapists. It is necessary, therefore, to make an assessment of management implications before embarking on such a regime. Selection criteria must be established and an estimate obtained of the number of patients for whom this regime could be a realistic possibility. The aims of this study were to: (1) Establish the most appropriate selection criteria for intensive treatment at 4 weeks post-stroke, (2) Ascertain how many aphasic patients fulfill these criteria, (3) Investigate the recovery of potential intensive treatment patients, (4) Establish how many aphasic patients would be suitable for intensive treatment at 26 weeks post-stroke.
Selection of aphasic stroke patients for intensive speech therapy detail elsewhere. The factors used initially to exclude patients from the intensive treatment group were an FCP score of 85-100 (not requiring intensive treatment); a Barthel score of 0-9 (severity of disability not conducive to intensive treatment); and, an IQ of less than 60 (marked intellectual deficit). These exclusion criteria are discussed later.
In addition, a clinical rating form was completed by the Research Speech Therapist to provide indications of presence and severity of dysarthria, dyspraxia (as defined by Lesser'9) ; general physical ability to attend every weekday, all day; and a judgement as to suitability for intensive treatment. This judgement covered illiteracy, blindness, deafness, a foreign native language, transport facilities and each patient's willingness to take part in such a regime.
Intensive therapy was defined as 4 hours per day for 5 days a week. Such treatment requires a patient to be alert, attentive, physically able to sit comfortably, and not to be easily distracted; that is, generally "well enough" to participate. Local analysis (fig a) . Table I shows the distribution of scores for the total group of 40 patients at 4 weeks post-stroke on FCP (mean 65-1, SD 26 9) and Barthel (mean 12 5, SD 6-2). Eighteen patients fell within the selection criteria of FCP less than 85 and Barthel score of more than 9. Two patients were unassessable on FCP due to general behavioural disturbance.
The mean (SD) IQ score for the total group of 40 patients was 89 9(18 8) and one patient fell below a Raven's IQ of 60. Eight (20%) patients were unassessable on Raven's due to lack of comprehension of instructions or severe confusion. Table 2 shows the frequency of dysarthria and dyspraxia at 4 weeks post-stroke. Four patients showed no dysarthria and had FCP scores of more than 90, having recovered by assessment time. Seven patients with dysarthria had FCP scores of more than 85. The eight (18%) patients who had severe dyspraxia had FCP scores of less than 69.
On the basis of the Clinical Rating Form, the Research Speech Therapist considered that only five (9%) of the 40 patients were suitable for intensive treatment.
The basis for exclusion from intensive treatment for the study group of 40 is shown in fig b. Eleven (30%) were excluded with FCP scores of 85-100 (language too good). Ten of the remaining 29 were excluded with Barthel scores of 0-6 (physically too disabled). The Barthel cut-off score was lowered from 9 to 6 to allow for one patient scoring 7 who was considered clinically well enough for intensive treatment. None of the remaining 19 patients had an IQ below 60 but six were not "well enough" to take part (four were considered too frail and tired; one was reported medically unstable; one was dementing). The 10 previously excluded on the grounds of a Barthel score less than 6 were also rated as "not well enough" to take part (eight were too frail, ill or tired easily; one was dementing; one in pain).
Thirteen patients could potentially, therefore, take part in an intensive treatment regime but six were unwilling to take part or were uncooperative; one was too tired from other treatments; and two had transport difficulties. The remaining five patients were 14 patients might be suitable. They fufilled FCP and Barthel selection criteria but would need to be reassessed for general well being and willingness to participate.
Alternatively, redefining "intensive treatment" by, for example, offering 3 days per week instead of 5, might be less demanding and allow inclusion of more patients at 4 weeks. In terms of effectiveness, however, this study suggests that those more likely to be included at this time will often recover without intensive therapy.
Debate continues as to the most appropriate point in time post-stroke for effective therapy, depending largely on adaptability of the brain following damage. However, whatever the theoretical argument, this study suggests that the majority of aphasic patients needing treatment will not be fit enough to participate in an intensive treatment regime during the early, possibly crucial, period post-stroke. At the same time, concern that such programmes would overload speech therapy resources may be dispelled and intensive speech therapy may be considered a more practical possibility than previously envisaged for those few patients who are considered suitable to receive it.
In conclusion, it is suggested that if research into the effectiveness of an intensive treatment regime is to be undertaken with patients selected within the first 4 weeks post-stroke a very large base population would 1492 be needed and the study would be a lengthy one, possibly involving several centres. It seems unlikely that any large number of patients suitable for intensive therapy would arise within the average Health District.
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